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Needed: A Clear Focus on TB Programs 


The Christmas Seal Sale provides an opportunity to 
focus public attention on tuberculosis, the tuberculosis 
association, and those things needed to protect citizens 
against the disease. This focus is not automatic and fixed 
like a box camera. A sharp, clear focus is obtained only 
when the association knows the facts, plans its program 
to meet the needs, and interprets the facts and needs to the 
community. 

Associations know, and those who support them should 
know, that the tuberculosis problem cannot be measured 
by the number of deaths. The decline in the number of 
new cases reported annually has occurred at less than half 
the rate of decline for mortality. Only a slight decline in 
prevalence, the total active cases, has occurred. 

Of 400,000 estimated active cases it is believed that 
150,000 are unknown to health departments. As fewer 
people die from tuberculosis the number of inactive cases 
of tuberculosis is increasing by approximately 65,000 a 
year. We believe that there are 800,000 persons with in- 
active disease, 550,000 of them unknown to health depart- 
ments, who are in need of continued medical supervision. 
Certainly a minimum of 1,200,000 persons in the United 
States need medical care or supervision because of active 
or inactive tuberculosis. These facts, and their local coun- 
terparts, must be used in focusing association programs. 

The number of persons infected with tubercle bacilli is 
basic to an appraisal of the tuberculosis problem, because 
it is among these people that the disease develops. But we 
need more continuous, standardized use of the tuberculin 
test among all segments of the population to get a clear 
picture of the size and location of this vast reservoir of 
infection. 

We must remember that tuberculosis is a complex 
chronic disease unlike other acute infectious diseases, and, 
as such, is more difficult to control. It has no acute onset, 
making it more difficult to discover in the early stages. It 
may remain active and infectious for long periods of time. 
The path from infection to disease is not accurately known. 

Social and administrative complexities arise as the prob- 
lem shifts to the older age groups, particularly older males. 
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Modern treatment is resulting in changes in hospital 
practice, and there is lack of medical agreement on the best 
methods to employ. 

These, and many other facts, point to the need for 
tuberculosis associations to focus their programs sharply 
on the tuberculosis problem in their own communities. To 
aid in this endeavor, the NTA is issuing under the heading 
of Focus, information on facts, figures, developments 
and trends important to tuberculosis control. Focus 
will contain suggestions for development of program and 
interpretation. 

Tuberculosis associations will need to include an in- 
creased measure of investigation and study and analysis 
of the facts in their program activities in 1956. The facts, 
in turn, must be effectively presented to the public to assure 
public understanding of the tuberculosis problem and sup- 
port for tuberculosis control. This means expanded and 
intensified year-round informational programs to keep 
the total program effective. 

Because of the facts cited above there must be a con- 
centration of case-finding activities to discover the thou- 
sands of persons now in the vast and poorly defined 
reservoir of infection. Particular efforts should be made 
to reach contacts, young reactors to tuberculin, patients 
entering general hospitals, transients and migrants, and 
older age groups. 

Methods of treatment and rehabilitation must be evalu- 
ated and it must be determined how these programs may 
be directed more effectively to meet the needs of older 
citizens and those patients who may not be receiving treat- 
ment in tuberculosis hospitals. Solution of these problems 
calls for the enlistment of the interest and support of wel- 
fare and citizen groups, as well as the medical and public 
health professions. Such support must be based upon 
sound education. 

These are some of the challenges facing the tuberculosis 
associations and the Christmas Seal Sale in 1955 and 
1956. A sharp focus on the job to be done is the first 
requirement for getting that job done—James G. Stone, 
executive secretary, NTA. 
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Home Care in Detroit 


On the Basis of Four Years’ Experience With Outpatients, 


Detroit Concludes That at Present Home Care Should Not 


All available evidence indicates an 


) increase in the number of non-hospital- 
. 
jzed tuberculosis patients under treat- 


ment. What new problems will develop 
as a result are matters of immediate 
concern in tuberculosis control pro- 
grams. 

There have always been a number 
of patients who, for various reasons, 
have tried to avoid hospital care ; their 
number undoubtedly has been in- 
creased by persons encouraged to try 
home treatment by glowing reports of 
chemotherapy. 

Unfortunately there is not always a 
direct correlation between a patient’s 
wishes and the appropriateness of 
home care. We have discovered pa- 
tients who, treated by physicians with 
no special training in tuberculosis, 
have been on haphazard treatment 
regimes with practically no instruction 
regarding contagion, rest, etc. Further- 
more, the discovery of cases under 
treatment for months but never offi- 
cially reported suggests that the num- 
ber of home treated patients is higher 
than our records show. 

When the remarkable results from 
combined prolonged streptomycin and 
para-aminosalicylic acid and, later, of 
isoniazid became apparent, it seemed 
inevitable that many would be encour- 
aged to try home treatment with drugs 
in the hope of avoiding hospital care 
altogether. 


Detroit’s Experience 

Even though as early as December, 
1951, we began to treat certain patients 
in our outpatient clinic with chemo- 
therapy, our official attitude on tuber- 
culosis control remains essentially un- 
changed : home treatment is not recom- 
mended for active tuberculosis, partic- 
ularly when tubercle bacilli are present 


| Replace the Hospital as the Keystone of TB Treatment 


in the sputum. 

Our outpatient service has continued 
to the present, with a current census 
of approximately 500 and a total of 
more than 3,000 patients treated. When 
the clinic was started it accepted only 
patients with an approved discharge 
equivalent to an “arrested” status, 
thereby excluding all newly diagnosed 
active cases and irregular discharges. 
This policy has been maintained, ex- 
cept for a small group of tuberculosis 
adenitis cases admitted either with very 
brief or no previous hospital care; but 
even this exception was abandoned 
when these patients subsequently 
showed the highest relapse rate. 


Objectives Attained 


When analyzed about six months 
ago, the total outpatient group showed 
a very low relapse rate, less than three 
per cent. But the rate may rise with 
the passage of time. It should be 
pointed out that the group hardly con- 
stitutes-a test of home treatment per 
se since it is selective, i.e., post sana- 
toria only. The 1951 objectives were 
to provide earlier discharge from the 
hospital, thus freeing beds for newly 
diagnosed cases awaiting admission, 
and to allow longer chemotherapy to 
make results more secure. Since our 
waiting list is now of manageable pro- 
portions and relapses have been so low, 
we feel both objectives have been at- 
tained. 

In view of a rather rapid easing of 
the bed shortage and our ability to 
avoid using pre-hospital chemotherapy 
for those on the waiting list, we have 
not been convinced that any liberaliza- 
tion in admission criteria for our out- 
patient chemotherapy clinic would be 
profitable. Patients failing to qualify 
for an approved discharge are not ac- 


by 

Paul 

T. 

Chapman, M.D. 


Dr. Chapman is Medical Director of the 
Pulmonary Disease Division and Tuberculosis 
Controller of the City of Detroit, Mich. He 
is a graduate of the University of Cincinnati 
Medical School and received training in 
thoracic surgery at Herman Kiefer Hospital, 
Detroit. His article, a contribution from the 
Committee on Public and Medical Relations 
of the American Trudeau Society, is the sec- 
ond in a series on home care treatment in. 
various areas of the United States. 


cepted in the clinic. Experience else- 
where with many patients refusing hos- 
pital treatment shows that they also fail 
to accept outpatient care; it is our feel- 
ing that the usual poor result does not 
warrant the attendant administrative 
difficulties. 


Since proper orientation and plan- 
ning at the outset can make the differ- 
ence between success and failure, the 
newly diagnosed case especially needs 
hospital care. Although there may be 
some patients who can be as effectively 
treated at home, we are not able to 
identify them clearly, and until current 
studies on this point are more adequate, 
we feel justified in recommending hos- 
pital care for all active cases. We hope, 
therefore, to maintain the patient in 
the hospital until his clinical course is 
evident and until any needed additional 
services, such as resectional surgery, 
are accomplished. 


When Is Home Care Justified? 


Under some circumstances home 
treatment is probably justified. The 
most favorable cases may do almost 
as well at home as in the hospital and 
might even do better in unusual cir- 
cumstances. But adequate home treat- 
ment implies help beyond the means of 
many of our patients. Experienced 
medical and nursing care requires ade- 
quate financial resources which are not 
often available, even in today’s pros- 
perous times. 


At present home care patients with 
active disease number about 300, two- 


Seattle Public Library 


| 
| 
151 


thirds of our known active patients 
outside the hospital. We estimate that 
not more than half of the 300 are re- 
ceiving adequate chemotherapy under 
adequate supervision. The remaining 
patients are in the process of hospital 
admission. 


Recovery Chances Compromise? 


It is feared that indiscriminate 
home treatment of patients will seri- 
ously compromise the recovery chances 
of many who might otherwise be hos- 
pitalized. If this happens, we will in- 
crease the number of chronic active 
cases for whom some type of indefi- 
nitely prolonged hospitalization ulti- 
mately will become mandatory. We 
have in hospitals a considerable num- 
ber of such individuals who have 
reached a point of “stalemate” in their 
disease. Home care is often advocated 
for advanced chronic pulmonary cases 
who have become symptomless or 
otherwise markedly improved under 
chemotherapy. Many of these patients 
are elderly men with obviously uncon- 
trolled disease who nevertheless are 
eager to return to their homes or 
old haunts. We have tried to resist 
discharge of these patients. We regard 
them as potential sources of new in- 
fection who, if discharged, could 
quickly relapse and infect others. 


Isolation Important Factor 


Isolation of the contagious cases 
has always justified hospital care. Al- 
though conversion of sputum may oc- 
cur rapidly with modern chemotherapy, 
there is no guarantee that sputum will 
remain negative. Under overcrowded 
conditions, and where children are ex- 
posed in the home, disapproval of home 
care seems mandatory. Even under 
good circumstances it is doubtful that 
home isolation can be maintained for 
more than a few weeks. 

‘Home treatment is probably more 
effective today than ever before be- 
cause of the great therapeutic potential 
of the anti-tuberculosis drugs. When 
used by skilled physicians under cer- 
tain circumstances the results may com- 
pare favorably with those obtained in 
the hospital. However, the limitations 
of this form of treatment must be 
stressed. Finally, we need to reorient 
the general practitioner with modern 
treatment so that he will be aware 


of its advantages as well as its limita- 
tions. 

Never before have facilities for 
tuberculosis treatment been better than 
they are today. In most areas reason- 
ably prompt hospitalization is possible ; 
it seems wasteful not to utilize these 
available resources. The hospital has 
been the keystone of treatment in 
modern times and, until more is known, 
it should be the preferred place to initi- 
ate therapy, not only for the protec- 
tion of the community, but for the 
patient as well. 


Empty Bed Law 
New Jersey widens use of 
TB hospitals; federal TB 
program chief comments 


A bill authorizing county tuberculo- 
sis hospitals to admit nontuberculous 
patients and authorizing boards of 
freeholders to change the name of any 
hospital admitting such patients to 
“hospital for chest diseases” was 
passed recently by the New Jersey 
State Legislature. 

The text of the bill reads in part 
as follows: “In any county having a 
county tuberculosis hospital established 
and maintained by the board of chosen 
freeholders of that county . . . the said 
board of chosen freeholders may 
authorize the admission to such hos- 
pital of persons who are suffering from 
nontuberculous diseases and provide 


for the segregation and treatment of 


said persons at such hospitals. 

“Where the admission of such per- 
sons is so authorized the superintend- 
ent of the hospital may admit such 
persons upon the recommendation for 
hospitalization by a qualified physician. 
The board of chosen freeholders of 
any such county may designate the said 
hospital as Hospital for Chest Dis- 
eases...” 

Dr. E. T. Blomquist, Chief, Tuber- 
culosis Program, United States De- 
partment of Health, Education, and 
Welfare, has made the following state- 
ment for the BULLETIN in connection 
with the New Jersey bill: 

“This bill is a realistic attempt to 
meet the need for more hospital beds. 
A considerable number of the vacant 


beds for the tuberculous in many parts 
of the United States may be adaptable 


to the care of other patients and thus | 


serve a two-fold purpose: easing the 
demand for scarce hospital beds and 
keeping open tuberculosis hospitals 
that might, without such permissive 
legislation, close their doors. 

“Caution, however, is necessary. 
There are vacant tuberculosis beds in 
many parts of the country where the 
morbidity rate is still high. Tubercu- 
lous persons in these areas are not 
taking advantage of existing beds, thus 
forcing their closure or abandonment. 
Each State should cetermine the ade- 
quacy of its bed utilization for the 
tuberculous before extending occu- 
pancy to those who suffer from other 
ills. 

“It is clear that this problem of sur- 
plus beds in those States that are meet- 
ing both the need and demand for 
tuberculosis hospitalization will have to 
be faced squarely and solved realistic- 
ally. The State of New Jersey, with 
the enactment of this bill, suggests a 
partial solution. Other States will 
doubtless take similar action in the 
near future to extend the use of tuber- 
culosis beds to additional patient 
categories.” 


New Staff Members 
In Two NTA Divisions 


Miss Gertrude Loos has joined the 
National Tuberculosis Association as 
an associate in the Rehabilitation Divi- 
sion. Miss Loos was formerly a medical 
social consultant with the tuberculosis 
division, Colorado Department of Pub- 
lic Health. She is a graduate of Geneva 
College, Beaver Falls, Pa., and holds 
an M.A. degree from the University of 
Chicago. 

Miss Betty Leman, formerly director 
of program development, Colorado 
Tuberculosis Association, has joined 
the NTA as associate in the Christmas 
Seal Sale Division. Prior to going to 
Colorado she was associated with the 
Brooklyn Tuberculosis and Health 
Association. Miss Leman graduated 
from Manhattanville College, Pur- 
chase, N.Y., and took graduate courses 
at College of the Sacred Heart, New 
York City. 
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The Tuberculin Test 


A Successful Tuberculin Testing Program Requires An 


Effective Educational Campaign to Win Community 


Participation in Tuberculosis Control Efforts 


Editor's Note: This is the second of 
two articles on “The Tuberculin Test” 
by Dr. Feldmann. The first article ap- 
peared in the October BULLETIN. 


Any community tuberculin testing 
project can best be handled by a central 
committee with wide representation 
including the medical society, the hos- 
pitals, the health department, the 
schools, the social agencies, the nursing 
groups, the Parents and Teachers As- 
sociation, and any others who may have 
some direct or indirect interest. After 
ageneral plan has been agreed upon, a 
smaller group can serve as an advisory 
group but better results will be ob- 
tained if everyone interested directly 
has a chance to be fully informed and 
has a part in deciding on the plan. 


Complete Plan Needed 

The plan should be complete and 
include provision for everything from 
the educational campaign through a 
complete follow-up and report. Ade- 
quate records will be indispensable for 
final evaluation and should be set up 
with expert assistance. Sample forms 
are now available from the Social Re- 
search Division of the National Tuber- 
culosis Association. 

A well worked-out plan for inform- 
ing the whole community about the 
tuberculin testing program is a neces- 
sity for obtaining full participation, 
and also affords an opportunity to ex- 
tend interest to the entire tuberculosis 
control effort. The techniques of com- 
munity organization for this purpose 
tannot be covered here, but expert 
guidance from professional health edu- 
tators should be sought and repre- 
sented on the central planning com- 
mittee. 

All reactors should have a chest 
Xray annually. Although few white 


children up to age 12 will have demon- 
strable lesions, this may become more 
important if the use of chemotherapy 
for primary lesions becomes general. 

This preliminary X-ray check of re- 
actors is only the first step in the 
follow-up program and will usually 
reveal few or no active cases, although 
an occasional case will be revealed in 
very young children and among the 
older children or adults. 


Search For Reactors’ Contacts 

The next and more difficult step is 
the examination by tuberculin test, 
X-ray, or both of all contacts of new 
reactors found. Theoretically, this 
search among contacts should be more 
successful the younger the reactor be- 
cause the young children will have had 
fewer contacts with adults and most 
of these will be in the home. Prac- 
tically, this search should be extended to 
reach the contacts of older children 
and adults who have recently become 
tuberculin reactors because the num- 
ber of their recent contacts is also likely 
to be limited. 

At present the available data are in- 
conclusive both as to prevailing infec- 
tion rates, trends in these rates, and 
the efficiency of various tuberculin 
testing programs in discovering new 
cases. Very few communities have 
conducted consistent programs for any 
length of time and the groups tested, 
techniques, and materials used have 
varied so much that no results reported 
from one community are comparable 
with others. Efforts are now being 
made to collect what information may 
exist but this has not so far been 
analyzed and reported. Plans for new 
studies are contemplated. 

However, scattered reports provide 
a basis for some speculation: 


by Floyd M. Feldmann, M.D. 
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Tuberculosis Association 


1. Tuberculin infection rates are 
declining in most places. Reactor rates 
in schools and colleges are lower in 
recent years. 

2. Infection rates vary considerably 
geographically and by age and sex. 
Rates are higher in more densely popu- 
lated areas and increase up to age 60- 
70, although females have lower rates 
than males after age 30. After age 60- 
70 there is a decrease in reactor rates, 
but they remain high. There is some 
indication that new infection rates 
taper off rapidly after age 30-40 and 
that the high rates in the older ages 
are the result of high infection rates 
in the years when they are young. 

‘3. Case-finding results using the 
tuberculin test as a preliminary screen 
are extremely variable but usually dis- 
appointing. In Kansas City, Drs. Wood 
and Mantz (“Tuberculin-Histoplasmin 
Conversion Rates in Kansas City as 
an Indication of the Prevalence of In- 
fection—Preliminary Report,” AMER- 
ICAN REVIEW OF TUBERCULOSIS, Vol. 
69, No. 2, Feb. 1954) reported 27 new 
previously unknown cases discovered 
among 2,198 contacts of 551 reactors 
in the kindergarten and first grades. At 
the same time 83 previously known 
cases were rediscovered. However, in 
New York City, the Queens Tuber- 
culosis and Health Association ex- 
amined 462 contacts of 142 kinder- 
garten and first grade reactors and 
discovered only one suspected active 
minimal case. In Minnesota two coun- 
tywide tests of whole populations were 
attempted and about 80 per cent re- 
sponded. There were 3,235 tuberculin 
reactors and more than 3,000 of these 
received chest X-ray examinations. 
Only two active cases were uncovered. 


Reasons For Failure 

There are some theoretical reasons 
for the failure of tuberculin test pro- 
grams to uncover larger numbers of 
previously unknown active cases: 

1. In areas of low incidence and low 
prevalence of cases, factors at present 
not specifically identified delay or pre- 
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vent the development of infection into 
significant disease. Not many cases 
develop in a year and not many are 
present at any one time in spite of a 
rather high residual infection rate in 
adults. 

2. Well conducted health department 
programs with efficient continuous fol- 
low-up of old cases and all new cases 
and their immediate contacts coupled 
with special X-ray programs are al- 
ready discovering most of the new and 
telapsing cases. 

3. With the shift of average age of 
active cases to an older level, there is 
less likely to be a school age child in 
the same home where a person with 
active tuberculosis resides. 

4. Many children who live in a 
home with a tuberculosis patient do 
not become infected. 

5. Many children are probably in- 
fected by casual contacts not easily 
traced and examined. 


Costs May Be High 

Although the individual tuberculin 
test may seem inexpensive, the cost of 
a program can be very high for the 
results obtained in the control of tuber- 
culosis. Unfortunately, no reliable cost 
accounting reports are available. Ma- 
terial costs are low but all those tested 
must be seen at least twice by someone 
with professional training and a vari- 
able number will require subsequent 
X-ray examinations. The follow-up of 
contacts also requires large amounts of 
professional time and travel. Often the 
professional time is donated or hidden 
in the budget of the health or school 
agency, but it is a real cost nevertheless 
and should be taken into account when 
a program is planned. 

Although no one can place an ab- 
solute value on the benefit gained by 
the community in finding a case, the 
costs of a case-finding program must 
be weighed against other possible pro- 
cedures which might be more efficient. 
A rational decision can only be made 
by a careful study in each community 
of results obtained and studies can be 
made only if programs are well planned 
with subsequent evaluation in mind. 


Summary 

Tuberculin tests are valuable in 
diagnosis, to determine the status of 
tuberculosis control in a community, 
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Louisville Courier-Journal and Times Photo 


ENATOR LISTER HILL of Alabama, right, 


was awarded the Southern Tuberculosis 


Conference's Gold Medal at the Conference 


Southern 


meeting in Louisville, Ky., September 22-24. 


Senator Hill, who received the award for dis- 


Senator 


tinguished service in the field of public health, 


is co-author of the Hill-Burton Act under which 


Honored 


federal funds have been made available for 


hospital construction. Senator Alben Barkley of 

Kentucky, left, presented the award to his 

Senate colleague. 


and perhaps as a screening tool in case 


finding. 

Although several techniques are in 
use, the intradermal test with P.P.D. 
is preferred. Patch tests can be used 
suc-essfully but-have definite disad- 
vantages. 

For determination of rates of infec- 
tion and rate trends in a community, 
the best information can be obtained 
by testing the whole population. In 
decreasing order of efficiency, the test 
program may consist of a scientific 
sampling of the whole population, all 
school children and school employees, 
and selected school grades. 

An important part of the preparation 
for a tuberculin test program which is 
valuable for both its immediate and 
long-range benefits is an extensive edu- 


cational program for the whole com- 
munity with as wide participation as 
possible. 

The follow-up program is difficult 
and expensive. It must include exam- 
ination of contacts of reactors as well 
as X-rays of reactors, and must be 
planned for in advance. 

Accurate data on the case-finding 
potential of programs using the tuber- 
culin test as a screen are almost totally 
lacking. Those who may have such data 
are urged to make it available through 
publication. Current tuberculin testing 
programs should be thoroughly eval- 
uated and a few pilot studies should 
be initiated. Special assistance in plat- 
ning such studies is now available 
through the NTA Division of Social 
Research. 
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Why Do Patients Leave? 


The Fact That As Many As 50 Per Cent of Patients Entering 
Tuberculosis Hosptials Leave Against Advice Emphasizes 
The Need for a Careful Look at Their Emotional Problems 


The doctor shook his head as he 
turned to Joe. “I’m afraid it’s tuber- 
culosis, Joe.” 

Joe said nothing but his mind was 


in a whirl. ““TB—that was the great 


white killer. What would happen to 
Mary and the children? He’d have to 
go away to the ‘san’ until he died and 
they'd have nothing to live on. If his 
life insurance lapsed how would Mary 
take care of herself and the three 
children ?” 

These thoughts flashed through his 
mind, but he must not show his feel- 
ings—that would be weakness. 

The doctor went on: “You know, 
we've got tuberculosis pretty well 
licked now with the new drugs. You'll 
be in the sanatorium only three or four 
months, and then you'll take it easy at 
home for a while.” 

Joe scarcely heard the doctor. His 
mind had run on to some old fears. 
Had Mary really given up her interest 
in Harold to whom she had been en- 
gaged before she met Joe? Harold had 
come to see them three times since they 
moved back to town. Would he try to 
take advantage of Joe’s absence? Joe 
dismissed this idea as disloyal to Mary, 
but was uncomfortable and unhappy. 

“Yes, doctor,’ he replied, “would 
you make the arrangements.” 

The doctor phoned the sanatorium 
and found that Joe could be admitted 
two days later. After Joe left his office 
Dr. Stewart thought : “There’s a stable 
fellow, no emotional problems there.” 


Breaking the News 

Joe broke the news to his family 
lightly, as if it were a trivial thing. 
The children accepted his reassurance, 
but Joe noticed the pallor that came 
over Mary’s face and the tears she sup- 
pressed for his sake. 

It dawned on him suddenly what it 
meant to her. Her father had died when 


she was young, depriving her of his 
love, which made Joe’s devotion doubly 
dear to her. Too, she had seen her 
mother struggle to raise the family and 
felt the deprivation of her absence at 
work, her fatigue and irritability when 
at home. Joe did his best to comfort 
her. 

The next two days were busy ones. 
Their first car had to be sold; when 
the mortgage on it was paid off there 
was little left for the family to live on. 
Joe phoned his boss at the monument 
company where he was a stonecutter. 
Mr. Johnson was most sympathetic: 
“We'll give you a month’s pay but you 
haven’t been with us a year so you 
don’t come under the company security 
system. How about your house pay- 
ments ?” “Perhaps the bank will let me 
miss a couple,” Joe said. 


Into the Hospital 

Miss Horton, the nurse in the hos- 
pital admitting office, was having a 
hard day. The head nurse had refused 
her request for a vacation. When Joe 
arrived Miss Horton was equally curt 
with him. “One visitor a week for half 
an hour on Wednesday, no children 
under 16 allowed.” Joe felt forlorn and 
deserted after he kissed Mary good-bye 
(on the cheek so as not to infect her). 
“You will be on complete bed rest,” he 
was told. “No bathroom privileges.” 
His room was a sterile box with the 
usual institutional furniture. 

The next few days were torture. Joe 
had always been an active person; 
when he had a problem he attacked it. 
When he couldn’t solve it at once, he 
would lose himself in work or sports. 
Now he just had to lie in bed and the 
days were interminable. The X-rays, 
stomach washings, blood tests, and 
chest examinations made him fright- 
ened and anxious. He did not under- 
stand the terms the doctors used and 
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they talked about him as if he weren’t 
there. He wasn’t informed of the re- 
sults of the tests. 

Lying in bed Joe recalled his child- 
hood and his mother’s tremendous con- 
cern about his health. Every sniffle met 
with curtailment of activities, repeated 
demands to “wear your overshoes,” 
“put on your wool scarf,” “button up 
your coat.” If all that did not suffice, 
removal from school and long hours 
of boring inactivity at home. When he 
broke his leg playing football his 
mother refused to let him stay in the 
livingroom and insisted on climbing 
two flights of stairs many times a day. 
He felt it was taking too much of her 
and he finally rebelled. Here was the 
same situation of helplessness and cod- 
dling all over again. 


Tension Builds Up 

At first he accepted the regime with- 
out question, but gradually he found 
ways to relieve the tension. If he 
watched his opportunities when the 
nurses were on the coffee break he 
could sneak out of bed and use the 
toilet just two doors down the hall. 
After a couple of weeks of this he was 
caught by the head nurse who gave him 
a tongue-lashing: “If you don’t care 
about your own future, at least think 
of getting well for your family at 
home.” As if he thought of anything 
else ! 

For several long days and nights 
he seethed with resentment. He noted 
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that the nurses seemed concerned when 
they took his temperature, sometimes 
shaking the thermometer down and 
taking it again. When the nurse was 
out he took a look and was horrified to 
discover it read 101. 

Mary’s visit was the high point of 
the week. But she looked so tired and 
drawn; it was difficult for her to ar- 
range for someone to care for the chil- 
dren and to get to the sanatorium, for 
the car was no longer available. 

Frustration arose in part from the 
lack of physical display of affection 
which he suppressed for her protec- 
tion. Their sexual life had been rich 
and satisfying, it was the ultimate in 
their expression of love for each other. 
Having her present without the possi- 
bility disturbed them both. More and 
more he became preoccupied with this 
aspect of living. He began having sex- 
ual fantasies about some of the more 
attractive nurses and chided himself 
bitterly about his mental infidelity to 
Mary. 

At long last the three months were 
up, but he was still on the hated “‘com- 
plete bed rest” with no hint from the 
doctor about anything. All he saw was 
a routine optimism turned on for all 
the patients. “Why doesn’t he sit down 
and talk it over with me?” Joe thought. 
“T could face it if I only knew what 
my chances of recovery were.” 


The Last Straw 


The fourth month dragged on, and 
then the blow fell—a letter from his 
neighbor, Tom. It was full of news of 
their recent camping trip and all the 
wonderful things they did while he was 
lying in bed. At the end Tom wrote: 
“You needn’t worry about Mary, 
though. Harold seems to be keeping 
her from being too lonely.” 

What was really going on? Here it 
was Thursday and he wouldn’t see her 
til next Wednesday. Again he noted 
the nurse’s concern when she read the 
thermometer. He was sent for more 
X-rays and his medicine was changed. 
On Monday he received a note from 
Mary which seemed rather brief and 
cold, stating that she couldn’t get to 
see him on Wednesday. 

It was three days short of the four 
months mentioned by his physician. 
Joe felt it was high time to go home. 


He asked for his clothes and demanded 
his discharge. 

This fictitious case history illustrates 
some points about treatment of tuber- 
culosis patients. We cannot treat their 
disease alone. We must treat the whole 
patient, especially his emotional ten- 
sions. 


Why Did Joe Leave? 


At the very outset the doctor was 
misled by Joe’s outwardly stoical ac- 
ceptance. He felt the emotional ten- 
sion, however, and gave Joe a false 
reassurance about the duration of treat- 
ment. This is something we are all apt 
to do. It produces tension in us to 
give a person such a diagnosis and we 
tend to relieve our own tension by 
reassuring the patient, perhaps un- 
wisely. What is needed is to find out 
the patient’s anxieties and relieve them. 
What was needed in Joe’s case was not 
reassurance or relief but airing Joe’s 
real concerns and help with his prob- 
lems. 

In the hospital Joe was dealt with 
curtly by the admitting nurse, partly 
because she had some antagonism with 
the administration. If hospital person- 
nel are to be kind and understanding 
with patients their superiors must be 
kind and understanding with them. 
Many of us can pass along understand- 
ing only if we receive it from those 
above us. 

Joe won his independence from his 
over-protective mother with some dif- 
ficulty during his adolescence, and here 
was the hospital demanding a return to 
childhood dependency and acceptance 
of control. This was almost impossible ; 
it destroyed his rest, still the corner- 
stone of tuberculosis treatment, and 
apparently caused an exacerbation of 
his condition. Finally his home situa- 
tion and his expectation of discharge 
led him to escape from treatment. 

That this example is not overdrawn 
is indicated by the horrifying fact that 
from 35 to 50 per cent of patients who 
enter hospitals for tuberculosis treat- 
ment leave against advice. Not only 
does this jeopardize their lives but they 
frequently become sources of infection 
in their community. 

“For want of a nail the shoe was 
lost,” and, as you will remember, for 
want of this nail the battle, too, was lost. 
For want of consideration of Joe’s 


emotional problems his treatment was 
ineffective and the battle was lost when 
his anxiety forced him to leave the 
hospital. 


Understanding Patient Tensions 


This is a plea for concern with pa- 
tients’ economic, family, and personal- 
ity problems when they must accept 
treatment of chronic illness such as 
tuberculosis. We must avoid superficial 
reassurance, encourage the patient to 
talk about his real concerns, never set 
specific treatment limits, help with 
practical economic problems, and ar- 
range therapeutic regimes to relieve 
rather than increase patient anxiety. 
This requires careful consideration of 
a patient’s tensions at each stage of our 
contact with him, at time of diagnosis, 
during treatment, and during rehabil- 
itation. The most important technique 
is to encourage the patient to talk about 
himself. He may not want to do s0, 
but his anxieties plus our unhurried 
listening, sympathetic understanding, 
and practical help will overcome this in 
most cases. 


Attitude For All Workers 


This must be the attitude of all 
workers in contact with the patient: 
social workers, doctors, nurses, ward 
aides, and even the cleaning staff. The 
feeling on the patient’s part that we 
are interested in him as a person is 
the sine qua non for that freedom from 
emotional tensions which is absolutely 
necessary for rest and, in many cases, 
for continuation of treatment. 

In some states, treatment cost is 


‘charged against the patient’s assets. 


This, of course, is a matter of concern 
to the patient throughout his treat- 
ment. When the patient is discharged, 
with reduced earning capacity in many 
cases, he finds himself with his home 
gone or heavily encumbered. 
Tuberculosis patients are removed 
from the community for their own 
benefit but also for the protection of 
the community. For this protection 
the community should pay by maintain- 
ing the patient’s assets and giving finan- 
cial assistance to the family. This is not 
paternalism rampant; it is the way to 
ensure treatment cooperation and avoid 
irregular discharge into the community 
of actual or potential infection sources. 


.. . Continued on page 162 
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Consider the Emotions 


Understanding the Tuberculosis Patient’s Emotional 


Reactions and Their Influence on the Course of His 


Disease Is an Important Part of Medical Treatment 


Any kind of illness breeds anxiety, 
but the patient with pulmonary tuber- 
culosis seems to be especially vulner- 
able to sieges of emotional disturbance. 
The illness often has far-reaching 
disruptive effects on family life and 
personal plans. Its course is often un- 
certain and unpredictable, and arrest of 
the illness does not remove the threat 
of recurrence for years to come. 

The nature of a particular illness, 
its course, its symptomatology, its 
treatment, its effects on the patient’s 
life situation, and its real or apparent 
threat to life, have a great deal to do 
with the meanings it acquires for the 
individual patient. In tuberculosis, 
each phase of the disease produces its 
own emotional problems, and those at 
the onset of the illness are very differ- 
ent from those during the period of 
arrest. 

There do not appear to be any con- 
sistent patterns of personality disturb- 
ance in tuberculosis, unlike such con- 
ditions as peptic ulcer, hypertension, 
or ulcerative colitis. However, there 
are a number of psychological reactions 
which are the common response to ill- 
ness, and which may be observed, in 
varying degrees, in all patients. In 
general, these are reactions to the 
anxiety associated with feelings of 
helplessness, of being unable to cope 
with the problems at hand by means 
of accustomed routines of living. 


Psychological Withdrawal 

This common response may be con- 
sidered a kind of psychological hiber- 
nization, i.e., it is as if the patient 
winterizes out his disease by withdraw- 
ing into a protective covering which 
excludes or minimizes external stimuli, 
and reduces psychological response to 
xternal demands to a very much 


lower level. The degree of psychologi- 
cal withdrawal depends largely on the 
particular patient’s personality, and 
may at times be very extensive. 

The psychological manifestations of 
withdrawal must be all too familiar to 
every close observer. Patients show 
an increase in self-centeredness with a 
conspicuously greater concern for their 
own interests and demands than for 
the needs and rights of others. They 
show a magnified tendency to require 
interest, attention and consideration 
from others, and believe that their ill- 
ness justifies these demands. Because 
they are more dependent on other 
people, they are more sensitive to the 
reactions of others, and have a con- 
siderable potential for irritability and 
resentment. Since to many people the 
situation of being dependent on others 
is not socially or personally acceptable, 
one often comes upon signs of con- 
flict and rebellion, especially in persons 
who have never completely resolved 
their childhood difficulties with paren- 
tal authority and authority representa- 
tives. 


Reactions to Medical Care 

Medical care itself often produces 
unfavorable emotional reactions in 
patients. Almost any kind of long- 
term institutional care is associated 
with the danger of infantilizing the 
patient, reducing his coping capacities, 
and tending to bring out into the open 
all the neurotic potential which he may 
have. The degree to which a patient 
should be allowed to regress might well 
require as much medical judgment as 
the administration of drugs. Any kind 
of fixed and inflexible regimen which 
takes no account of individual varia- 
tions and personality differences is 
likely to produce unhappy results in at 
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least a considerable number of patients. 
In this category, one might include the 
prescription of bedrest in tuberculous 
patients without regard for their capac- 
ity to tolerate it. On the other hand, 
there are also the patients who need 
to practice immobility as their particu- 
lar form of psychological defense 
against the threat of illness; and these 
patients should not be pushed into ac- 
tivity programs for which they are not 
ready. 


Emotional Origins , 
Physicians are now seeing more 
patients in general whose complaints 
are almost entirely emotional in origin, 
or whose organic illnesses are strongly 
colored by emotional components. This 
is presumably related to the better 
control of communicable disease, and 
to economic factors which make medi- 
cal care more widely accessible than it 
has probably ever been before in this 
country. In this state of affairs, dif- 
ferential diagnosis would certainly 
seem to require a deeper knowledge of 
the physical manifestations of emo- 
tional states. In this connection, there 
are a couple of observations worth 
making. One is that many physicians 
tend to dismiss obscure physical com- 
plaints as neurotic without thorough 
physical investigation, especially with 
patients who have given previous in- 
dication of neurotic reaction. The 
second observation is that many physi- 
cians treat their patients’ emotional 
conditions with placebos and reassur- 
ance when attention to their emotional 
problems, with careful consideration of 
difficulties in their current life circum- 
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stances, might be the only rational 
course, 

The treatment of disease would be a 
much simpler matter if only reasonable 
people became ill, or if people remained 
reasonable after becoming ill. How- 
ever, irrational reactions to illness are 
hardly the exception, and must be 
themselves regarded as symptoms, 
especially of prolonged or chronic dis- 
eases. In other words, an illness is 
always a psychological as well as a 
physiological disorder. 


Patients’ Fears 

As has been suggested, a patient 
engages in inappropriate behavior be- 
cause of a dread that he will not be 
able to cope with the demands of ill- 
ness, or as the result of misconcep- 
tions about his disease, leading to a 
magnification or distortion of its dan- 
gers. Some patients are fearful of 
placing themselves in the hands of 
other people, unable to believe that any- 
body would be willing to provide them 
with care and healing. There are also 
patients for whom to be ill means to 
give up so much of what is important 
to them in their daily life activities 
that they are simply unable to face it. 
To others, illness may mean weakness, 
or punishment for wrongdoing, i.e., 
some kind of moral failure. 


Confusion of Causes 

What this amounts to is that many 
people are afraid to consider even the 
possibility of becoming sick, or believe 
that they have no right to indulge them- 
selves in illness. This confusion of 
natural and moral causes in disease is 
unfortunately at times not only found 
in patients but also in medical person- 
nel. The emphasis of course is some- 
what different. Nobody will blame a 
patient for having a fever, but then 
he ought to behave like a man with a 
fever, i.e., he ought to behave like a 
patient. The cold war between the 
patient and his medical attendants re- 
volves mainly around this issue: pa- 
tients ought to do what they are told, 
not to question why and not to have 
individual preferences and quirks that 
upset medical routine. 

There is very much to be said for 
medical routine, and without it the 
practice of medicine might well be 
anarchic. Conflicts arise when medical 


personnel are not sufficiently oriented 
to the psychological aspects of illness, 
or when their own insecurities in this 
area stand in the way of their recog- 
nition and acceptance of the patient’s 
right to be ill in his own way, his right 
to be himself even though he is ill. 
From this point of view, it may be as 
important to listen to the patient talk 
as to listen to the sounds in his chest; 
as important to understand the vagaries 
of his emotions as the vicissitudes of 
his organic lesion. These are all com- 
ponents of illness, inseparable one from 
the other. 

Attitudes that help the patient? Per- 
haps of greatest importance is to ac- 
cept the reality of the emotional life 
of patients, and to realize that emotions 
may create illness and may influence its 
course. Inappropriate behavior or 
irrational views in patients may be re- 
garded as abortive or unsuccessful 
efforts at communication, as the ex- 
pression of conflicts which the patient 
cannot face or put into words, and 
which he may not himself be aware of. 
Psychological events may not always 
be comprehensible, but one may at least 
take it for granted that they are mean- 
ingful and significant experiences for 
the patient. 


Protecting the Sick 


It is sometimes thought by the un- 
informed that psychiatrists promulgate 
unrealistic attitudes of permissiveness 
and indulgence towards patients. Ac- 
tually, the psychiatric attitude is con- 
sistent with the age-old tradition of 


medical practice: sick people need care 


and nurture, protection and under- 
standing. Many patients will do things 
that are bad for them, and it is then 
obviously in the patient’s interest that 
he be protected from the consequences 
of self-damaging impulses. 

It is not always easy to understand 
why patients behave as they do, but 
it is important to develop the habit of 
interest and curiosity in the psychologi- 
cal reactions of patients. Patients re- 
act to the things that are happening to 
them, to their everyday experiences. 
One does not have to look to the re- 
mote events of childhood for an under- 
standing of the immediate psychologi- 
cal problems of the present. Disease 
has its own psychology. 


Reorganized Canal Zone 
Assn. Widens Program 


The Panama Canal Zone Tuber- 
culosis Association, an affiliate of the 
National Tuberculosis Association, has 
been reorganized to permit develop- 
ment of a broader program. 

With the assistance of many civic 
leaders and officials in the Republic of 
Panama as well as in the Canal Zone, 
the association has reorganized its 
board of directors to include wider rep- 
resentation. 

Formation of the new board was 
urged by the Balboa Women’s Club and 
was supported by Gov. John S. Sey- 
bold, Lt. Gov. H. H. Schull, Col. 
Charles O. Bruce, chief health officer, 
Col. Howard W. Doan, superintendent 
of Gorgas Hospital, and Dr. A. V. 
Mastellari, chief of chest services at 
Gorgas. 

Dr. Mastellari, who is also advisor 
on tuberculosis to the Panamanian 
Ministry of Health, has agreed to 
serve as advisor to the association’s 
board of directors. Leonard Brockman 
has been elected president of the asso- 
ciation; Mrs. Mary D. Parker is exec- 
utive director. 

The association will launch an occu- 
pational therapy program for tuber- 
culosis patients in Gorgas Hospital, 
and will extend its present services to 
the families of hospitalized patients. 
The association is also taking an inter- 
est in the Zone’s X-raying program. 


Prisoner X-ray Project 
Underway in Cook County 


A demonstration program to X-ray 
all prisoners admitted to the Cook 
County, Ill., jail during a period of 
one year has been underway since 
June 20. It is expected that between 
17 and 20 thousand men and women 
will be X-rayed. 

The project, requested by the County 
Board of Commissioners, is under the 
joint sponsorship of the Municipal 
Tuberculosis Sanatorium, the county 
Oak Forest Institutions, the United 
States Public Health Service, and the 
Tuberculosis Institute of Chicago and 
Cook County. 
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Family Doctors vs. TB 


Although His Chief Role in Fighting Tuberculosis is 


Case Finding, the Physician in General Practice Makes 


Other Important Contributions to Control of the Disease 


The physician in general practice 
should not forget the role he plays in 
the fight for complete control of tuber- 
culosis. Yet I fear there is a definite 
trend toward forgetfulness. There is a 
tendency to say, “Oh, it’s not as bad as 
it used to be.” And in the rush of busy 
practice we often forget that to find a 
disease we must look for it. 


The physician’s chief role is that of 
case finder. Unfortunately, responsibil- 
ity for most case finding lies with case- 
finding agencies rather than with the 
physician, for his interest in the pro- 
gram has been largely usurped by his 
many other responsibilities. 


It is not possible to “screen” thor- 
oughly every patient with minor ail- 
ments. However, regular patients, 
known tuberculosis contacts, specific 
groups such as the prenatals, and other 
groups where there might be an inkling 
of suspicion could be simply and easily 
screened. 


X-ray and Tuberculin Test 

The X-ray and tuberculin test prob- 
ably serve best in the detection pro- 
gram, but these methods are not ideal 
in detecting very early cases of tuber- 
culosis. Furthermore, the tuberculin 
test cannot be utilized as the ultimate 
in diagnosis, for if it were, as much as 
50 per cent of the adult population 
might be classed as tuberculous. Thus 
there is a great need for a surer, simpler 
technique for detection of early tuber- 
culosis. Until it is found, better use 
must be made of present methods. 


In addition to looking for cases in 
our general practice, we suggest a 
“screening” X-ray for all prenatals as 
a specific group program. While the 
chief concern of the physician in the 
case-finding program is with his own 
patients, the moral, if not active, sup- 
port of the program of county health 


departments and tuberculosis associa- 
tions should be a part of the physician’s 
program, since any positive or sus- 
picious cases found by those agencies 
are referred to the physician and be- 
come his own patients. 


Observation of Patients’ Relatives 


Another source of suspects to which 
the physician has access are patients’ 
relatives. A thorough but tactful ob- 
servation while attending patients in 
their homes may reveal other family 
members who are likely suspects. While 
checking Johnny’s sore throat a deaf 
ear should not be turned to the cough 
of Aunt Emma who is sitting in a cor- 
ner in a rocker—and big brother Bill 
who didn’t feel like going to work today 
and has been losing weight should not 
be overlooked. 


Certainly the average physician does 
not want to try to “drum up business” 
while calling on a patient, but to ignore 
entirely requests for examination from 
other members of the family during the 
call and to be unmindful of the possible 
existence of undeclared diseases in the 
home is gross neglect. 


Salesman and Teacher 


After the positive or suspected case 
of tuberculosis is found, then the more 
difficult and trying role of salesman 
and teacher must be played. Fortunate- 
ly, here again the physician is greatly 
helped by the agencies supporting him 
in the case-finding program. Without 
this help there would be a great void 
in this important stage of the control 
program, for the individual work of 
selling the patient and his family on 
accepting the facts and on following 
the best procedure is time-consuming, 
nerve-racking, and, at times, heart- 
breaking. Much of the detailed work is 
carried out by the public health nurse 
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lowing a residency at Buhl Hospital, Sharon, 
Pa., and general practice in Knox County, 
Tenn., Dr. Luttrell is now in general practice 
in Spartanburg. He is a member of the 
board of directors of the South Carolina 
Tuberculosis Association. 


and by the hospital personnel if the 
patient is hospitalized, but the ground 
work is laid by the private physician. 
Cases he has discovered himself and 
cases referred to him all receive the 
ground work of indoctrination in the 
physician-patient relationship. 

When a person is told he has tuber- 
culosis, all the old horrors and fears 
that surrounded tuberculosis a few 
decades ago come back and the ob- 
stacles confronting the patient , seem 
insurmountable. “What will happen to 
me and what will happen to my fam- 
ily?” are hard questions to answer and 
the way the physician answers them 
may make the difference between ac- 
ceptance of or resistance to the patient’s 
road ahead. The patient should be 
shown that by accepting the proper 
regime for treatment and living, the 
final outcome for himself and his fam- 
ily need not be hopeless, as it might be 
under improper conditions of care and 
living. 


Preparation Reduces Walkout Rate 


In most cases initial care of the 
patient should be given in the sana- 
torium but again preparation of the 
patient for sanatorium life will aid 
greatly in reducing the walkout rate. 
Dr. H. Stuart Willis, superintendent 
and medical director of the North Car- 
olina State Sanatorium, and president 
of the American Trudeau Society, 
states that some feel that a high walk- 
out rate may reflect the level of staff 
morale; I feel that it also reflects to 
a degree the lack of interest the private 
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physician showed in his original con- 
tact with the patient. 

Continued instruction after the pa- 
tient leaves the sanatorium is usually 
delegated to the out-patient depart- 
ment of the sanatorium, but in cases 
in which patients are referred back 
to their family physician, he should 
continue his role of teacher. 


Diagnostician and Therapeutist 

Now I would like to touch upon 
the physician as diagnostician and 
therapeutist. This is a highly technical 
role and in most instances is delegated 
to the full or part-time specialist in the 
field. Nevertheless, the family doctor 
should maintain his interest and at 
least have a talking knowledge of what 
is being done to and for his patient. 


Similarly, other workers in the con- 
trol program should keep themselves 
abreast of the latest developments in 
their field. Complete diagnosis involves 
more than the routine chest film, tuber- 
culin test, and sputum examination. 
More refined X-ray techniques, called 
body-section radiography, are coming 
into vogue ; these techniques permit de- 
tailed study of the lung at various lev- 
els, more completely outline unsus- 
pected cavities, and show more details 
than can be seen in the routine chest 
film. In addition, sensitivity tests to 
determine which drugs are most effec- 
tive, and bronchoscopy for direct vis- 
ualization of the major airways are 
often used. 

When the most complete diagnosis 
possible has been made, the method of 
therapy is outlined. Bed rest has not 
lost its importance, but just how much 
—and how long should the patient be 
kept in bed? Modern drug therapy is 
important in the therapeutic armamen- 
tarium, but which drugs, how much 
dosage, and how long should the drugs 
be used? And should they be used 
singly or in combination? 

Then there is the very important 
surgical approach to tuberculosis ther- 
apy. Collapse measures such as pneu- 
mothorax, pneumoperitoneum, and in- 
terruption of the phrenic nerve to 
paralyze one side of the diaphragm are 
still important procedures. Which and 
when and how long are questions which 
must also be answered by the specialist. 
In recent years more extensive major 


chest surgery has proven very effective 
in selected cases and has helped to 
alter the outlook for the tuberculosis 
patient. 


The Role of Student 

Lastly, the physician must accept the 
role of student in the control program. 
He must review the past, study the 
present, and ponder the future. It may 
be expected that today’s treatment may 
further reduce the mortality rate while 
at the same time adding to the size of 
the chronic disease problem. Many per- 
sons saved from a tuberculosis death 
will continue to harbor living bacilli and 
so we will still have a large population 
in constant need of medical supervision 
to ward off the possibility of a reactiva- 
tion of the lesion and a spread of the 
infection. This situation shows the 
urgent need for improved diagnostic 
techniques, bacteriological, immunolog- 
ical, and clinical. 

We in general practice must put 
forth every effort to find the tubercu- 
lous patient, teach and treat him as 
well as we know how, at the same time 
striving constantly for more effective 
methods in the tuberculosis control and 
eradication program. 


Warning on Beds 


ATS committee statement 
warns premature bed closing 
may hinder TB control 


A statement prepared by the 1954- 
55 Committee on Administrative Prob- 
lems of the American Trudeau Society 
warns that emphasis on decreased bed 
occupancy in certain areas, without tak- 
ing all factors into account, may have a 
serious effect on tuberculosis control. 

The text of the statement is as fol- 
lows: 

“Some information has been col- 
lected on the decreased hospital bed 
occupancy in certain sections of the 
country. Possibly too much publicity 
has been given to this fact, which may 
have a serious effect on tuberculosis 
control. 

“Before any tuberculosis beds are 
permanently closed a careful study and 
evaluation of their need should be 
made. 

“Tt is a known fact that from 25 to 


‘ment of tuberculosis. 


40 per cent of all discharged tubercu- 
lous patients leave hospitals against 
medical advice. A careful follow-up 
on all such patients during the past 
year or two may reveal the need for 
such patients to be returned to the 
hospital in order to protect the public 
and cut down this source of infection. 

“The American Trudeau Society 
recommends that Health Commission- 
ers exercise their power of office and 
quarantine the uncooperative, recalci- 
trant infectious cases. Support for 
such action with approval and assist- 
ance from local tuberculosis associa- 
tions would soon fill many of the empty 
beds. 

“Of real significance is a recent study 
of 1360 patients who had previous 
streptomycin therapy; 20.4 per cent 
were found to harbor streptomycin re- 
sistant bacilli, and streptomycin resist- 
ant bacilli were found in 2.6 per cent of 
the patients who had never received 
streptomycin. (THE AMERICAN Re- 
VIEW OF TUBERCULOSIS, Oct. 1954). 

“The incidence of tuberculosis still 
remains high, and many empty beds 
could be filled if an honest effort is 
made to locate these cases. The Na- 
tional Tuberculosis Association and 
Public Health Service estimate that 
there are approximately 400,000 cases 
of active tuberculosis in the United 
States at the present time; 250,000 of 
these cases are known to health author- 
ities, and 150,000 cases as not recog- 
nized or diagnosed. The National 
Tuberculosis Association also esti- 
mates 130,332 beds available for treat- 
Therefore, of 
known active cases there is still a ratio 
of 2 patients for every available bed, 
and a ratio of 3 patients per bed if the 
unknown cases are added. Once beds 
are closed, financial support is with- 
drawn, and it might be extremely diffi- 
cult or even impossible to have this 
support reinstated. 

“We should not let our enthusiasm 
run away with our good judgment be- 
cause of a rapidly declining death rate 
and prematurely close tuberculosis hos- 
pital beds.” 

Members of the committee that pre- 
pared the statement were: Drs. Her- 
man J. Nimitz (chairman), Sumner 
S. Cohen, Leon H. Hetherington, Hil- 
bert Mark, and Arthur B. Robins. 
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H. Stuart Willis, M. D. 
President 


American Trudeau Society 


As the years since the close of 
World War II have gone by and the 
rank and file of the population has 
prospered and materially lowered its 
death rate from tuberculosis, one group 
has singled itself out and projected it- 
self into the tuberculosis picture. 

This group is composed of emotion- 
ally or psychically unstable people who 
leave the institution on the slightest 
provocation and who seem unable to 
understand the significance of their 
disease and to become partners with 
their doctor and the sanatorium regi- 
men in the objective of recovery. Pa- 
tients with such background are rela- 
tively more numerous than a decade 
ago. 


Emotional Aspects Important 


The importance of psychological or 
psychiatric background in many cases 
of tuberculosis has been learned 
through research which has shown that, 
for many, life had been a scramble of 
sadly confused and complex relation- 
ships for many months prior to their 
tuberculosis breakdown. It has been 
repeatedly pointed out that strain and 
stress, especially in emotionally un- 
stable people, appear to be associated 
with tuberculosis, or rather that tuber- 
culosis is prone to develop in such 
people. 

Thus, emotional misfits who have 
found it difficult to meet the issues of 
life and whose mental hygiene has not 
been up to par, shall we say, have also 


failed to experience the generally fa- 
vorable over-all reaction to this disease. 
At least they are present in larger pro- 
portion in the institutions than ever 
before. This is particularly true in the 
areas where laws require forced hos- 
pitalization, for such people make up 
the bulk of these prison populations. 


The North Carolina System 


In certain states efforts are being 
made to meet the threat to public health 
which these patients create when they 
refuse to remain under proper care. In 
the four state sanatoriums of North 
Carolina provision is made for the 
“against medical advice” patient to re- 
turn to the same institution after his 
first walkout. If he walks out a second 
time, arrangements are made to admit 
him to another state hospital provided, 
in the judgment of the health officer 
who must secure the commitment, he 
seems likely to accept and use the bed. 
From this point on, any further dis- 
charge against advice places him 
squarely in the hands of the health of- 
ficer of his area who takes him to court 
for commitment. His sentence is fixed 
by legislative enactment at two years 
as maximal. The condition of his dis- 
ease is the determining factor for min- 
imal stay. 

The sanatorium prison is located on 
the grounds of one of the state hos- 
pitals, and the committed patients re- 
ceive the same medical and dietary 
attention that is accorded the patients 
generally. A new and modernly 
equipped prison building makes it pos- 
sible to render adequate service. 

The system has worked well. Its 
possibilities have come in a very prac- 
tical way to the attention of the of- 
fenders, and it appears to be a deter- 
rent to walkouts in some cases. A con- 
siderable number under this kind of 
regimen recover from their disease and 
are discharged as inactive and safe for 
home and community. 


The System’s Shortcomings 

Such a scheme protects the com- 
munity from the dangers offered by 
patients of this type, but it is far from 
an ideal answer to the need which the 
patient presents. If practiced without 
discretion, it could run the patient to 


cover. When it is used, it elicits co- 
operative behavior from very few. 
Chiefly its shortcomings rest in the 
nature of the offender himself, since 
many, but by no means all, offenders 
stand in need of psychiatric evaluation. 

When tried to date, psychiatric ap- 
praisal has indicated that the patient 
suffers from psychoneurosis or person- 
ality disorder, but not, as a rule, from 
classifiable mental disease. Efforts at 
helping him to change his viewpoint 
have been disappointing. To be effec- 
tive such efforts would have to be long 
and expensive, and would be only part- 
ly rewarding. 

An exception to the usual manage- 
ment of tuberculosis patients, made to 
meet the recalcitrant problem, has 
proved significant. Prison patients 
have never accepted the bed rest regi- 
men as a part of the scheme for re- 
covery, but have regarded it as punish- 
ment. Consequently, the sanatorium 
management relieved patients from 
remaining at rest and has allowed them 
to sit or walk about within the en- 
closure during most of their waking 
hours. Recent survey has shown that 
only one half of these patients have 
become sputum negative in four to 
six months of treatment, compared 
with 85 per cent in the sanatorium 
proper, the type of patient and the 
quantity and quality of rest being the 
only obvious variables. Fifty per cent 
negative in four to six months after 
drugs is what several observers have 
claimed for ambulant patients in New 
York City and elsewhere who are on 
home treatment with drugs. 

State and local associations may 
perform a constructive service by 
supporting enforced hospitalization 
schemes if these are continued so as 
to give the offender ample opportunity 
to accept treatment on a voluntary 
basis before they are invoked. Such 
efforts cannot but lessen the number 
of sources from which new tuberculosis 
cases spring. 


NTA Annual Meeting 

Hotel reservations for the NTA an- 
nual meeting, New York, May 20-25, 
1956, should be made promptly. See 
the October Butuetin for full in- 
formation and the reservation form. 
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Standards Revised 


New edition of authoritative 
publication brings diagnostic 
standards for TB up to date 

The 10th edition of DzraGNnostic 
STANDARDS AND CLASSIFICATION OF 
TuBERCcULOsIS, published by the Na- 
tional Tuberculosis Association, came 
off the press last month and is now 
being distributed to physicians and 
medical students throughout this coun- 
try and abroad. 

The new edition represents a careful 
revision and enlargement of the 1950 
edition and is the result of almost two 
years of work by an American Trudeau 
Society committee headed by Dr. Wil- 
liam Spencer Schwartz of the Veterans 
Administration Hospital, Oteen, N. C. 

In a revision of the clinical classifica- 
tion of pulmonary tuberculosis, the 
term “arrested” has been dropped and 
the nomenclature confined to “inactive”, 
“active”, and “activity undetermined”’. 
The criteria for inactivity must exist 
for at least six months before the status 
of the disease can be designated “‘in- 
active”. A section has been added on 
the diagnosis of nonpulmonary tuber- 
culosis to meet “a long-felt need”. 

Another new section is on fungi 
pathogenic for man. This addition was 
made because some fungi “produce dis- 
eases that mimic the clinical and path- 
ological signs of tuberculosis to such an 
extent that the mycoses must be con- 
sidered in making a differential diag- 
nosis”. Among the fungi described are 
Actinomyces bovis, Blastomyces brasil- 
iensis, Coccidioides immitis, Histo- 
plasma capsulatum, and Nocardia as- 
terotdes. 

The section on the tuberculin test has 
been enlarged to an entire chapter. In 
an introductory paragraph the point is 
made that “few procedures employed in 
the control of tuberculosis are of 
greater value than the tuberculin test” 
which has “both diagnostic and case- 
finding usefulness”’. 

Changes in the treatment of tuber- 
culosis are reflected in the insertion of 
a chapter on bacteriology as it relates 
to chemotherapy in which special atten- 
tion is paid to the principles involved 
in tests to determine the drug-suscepti- 
bility of tubercle bacilli. Several para- 
graphs are devoted also to a descrip- 
tion of methods to be employed in 


order to study bacteria in lesions re- 
moved by surgery. 

Another example of the timeliness 
of the information in the book is to be 
found in the chapter on screening class- 
ifications for mass X-ray surveys. 

“A growing knowledge of the tuber- 
culosis problem”, it states, “has 
brought increasing recognition of the 
need for early discovery of all hidden 
cases, whether minimal or advanced. 
Hence, a demand has arisen for an 
efficient, economical technique of tuber- 
culosis case finding. Mass radiography 
goes far toward meeting this demand. 
... The much greater efficacy of treat- 
ment emphasizes the value and need 
for energetic case-finding efforts.” 

DraGNostic STANDARDS has long 
made possible a uniform interpretation 
of diagnostic findings in tuberculosis 
and served as a guide for terms used to 
designate the disease state. The first 
formal edition appeared in June, 1917, 
under the title of Diagnostic STAND- 
ARDS IN TUBERCULOSIS and was issued 
by the Community Health and Tuber- 
culosis Demonstration which had been 
set up when the Metropolitan Life In- 
surance Company made a donation to 
the NTA for a tuberculosis control 
project in Framingham, Mass. 

The foreword pointed out that the 
standards had been prepared by an 
NTA Diagnostic Standards Committee 
in cooperation with representatives of 
the demonstration. The pamphlet was 
revised within a few months and the 
second edition came out in October, 
1917. Other editions have been issued 
periodically as the need arose. 

Today DtaGNostic STANDARDS is 
known the world over. It is the stand- 
ard reference book for medical stu- 
dents in this country and is widely 
quoted in medical literature in this 
country and abroad. 


Tuberculosis 
is a World Problem 
Join the 
International Union 
Against Tuberculosis 


Membership details 
from the NTA 


Why Do Patients Leave? 


... Continued from page 156 


In the long run this is for the com- 
munity’s own benefit. 

Sexual tensions inherent in long 
term hospitalization can also be miti- 
gated. A generous system of week-end 
passes may help; relief of tension may 
more than make up for the possible set- 
back from the visit. Failing this, op- 
portunities of private visits with the 
spouse may serve the same purpose. 


Rehabilitation Important 

Finally a treatment regime directed 
from the beginning toward rehabilita- 
tion makes the hospital stay more ac- 
ceptable to the. patient. On admission 
he may be asked what he intends to do 
on discharge. Some plans may be un- 
realistic and the patient may have to 
taik over alternatives and be encour- 
aged to prepare for them during hos- 
pitalization. The patient may be en- 
couraged to improve his background 
for his job or prepare for a new one; 
when ambulatory he may get practical 
experience in a new field. A period of 
forced inactivity can fill in a patient’s 
educational gaps, or prepare him for a 
sedentary occupation in keeping with 
his physical status at time of discharge, 
or even upgrade him economically. 

The whole program makes the hos- 
pital experience not a waste of time, 
but a time of growth and development. 
On discharge the patient knows what 
he wants to do and may be prepared 
for it, at least he will have plans and 


- know how to pursue them. For want of 


this understanding of patients’ emo- 
tional needs, the tuberculosis program 
has not been the success it could be. 


ATS-NTA Exhibits Popular 


Two exhibits prepared by the Amer- 
ican Trudeau Society and the National 
Tuberculosis Association have been re- 
quested for showing at 16 large medi- 
cal meetings during the current fiscal 
year. “Tuberculosis— A Treatment 
Problem” attracted interest at the 
American Medical Association annual 
meeting in June; “Differential Diagno- 
sis” will be shown at the AMA Clinical 
Meeting, Boston, November 29-De- 
cember 2. These exhibits are available 
to constituent associations on request. 
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WISH | MIGHT 


by Isabel Smith. Hard Cover. 234 pages. 

Published by Harper & Brothers, New York, 

1955. Price, $3.00. 

This autobiography is an adven- 
ture story written by a young woman 
who found out how to live with ill- 
ness. Incidentally it is also a story 
of the Trudeau Sanatorium which 
has now closed its doors. Isabel 
Smith was a young ambitious student 
nurse when she discovered that she 
had tuberculosis. It was more than 
twenty years later before she was to 
be discharged from the hospital. How- 
ever, her spirit refused to yield to ill- 
ness and defeat. She lived deeply and 
found beauty, friendship, love and 
warmth in the world about her. This 
is a book which tuberculosis associa- 
tions would do well to place in high 
school, college and hospital libraries. 


THE HEALTH OF REGIONVILLE 


by Earl Lomon Koos. First edition. Hard 
cover, 177 pages with index and illustra- 
tions. Published by Columbia University 
Press, New York, 1954. Price $3.25. 

A study of popular attitudes about 
illness which should be read by all 


who plan health programs. 


THE TUBERCLE BACILLUS IN THE 
PULMONARY LESIONS OF MAN 


by Georges Canetti, M.D., Director of Labora- 

tory, Pasteur Institute, Paris. Forward by Rene J. 

Dubos, Ph.D., and Walsh McDermott, M.D., 

Hard Cover. 226 pages. Published by Springer 

Publishing Co., Inc., 44 East 23rd Street, New 

York City. Price $8.50. ‘ 
The author’s original “La Bacille de 
Koch” has been enlarged and trans- 
lated from French into English as a 
result of suggestions by Drs. Dubos 
and McDermott. The author’s inte- 
gration of histologic and bacteriologic 
knowledge makes the book a landmark 
in tuberculosis literature, providing a 
tich store of valuable documents and 
an intellectual treat for physicians 
Wishing to integrate practical medical 
problems within the framework of 
biological philosophy. 


a result of the interest of Washington, 
D. C., youngsters in helping children 


Capital 
Youngsters 
Fight TB 


with tuberculosis, the District of Columbia 
Tuberculosis Association received the sum of 
$42.13, mostly in pennies, which was for- 
warded to the National Tuberculosis Associa- 
tion for use in the current Study on Preven- 
tion of Tuberculous Meningitis. The money 
was raised at the annual “Ridgewood Avenue 
Carnival" held this year in September at the 
home of Mr. and Mrs. Emory Ferebee, Chevy 
Chase. Shown here, left to right, are the 
carnival's sponsors: Betty Etter, Marlia Mun- 
dell, Ann and Brooks Ferebee, and Peggy and 


Tommy Mundell. 


Business, Legislative 
Staff Changes In NTA 


David Kuskin has joined the Na- 
tional Tuberculosis Association as as- 
sistant business manager, Business 
Management Division. A former office 
manager and controller for Automatic 
Food Service, Inc., Newark, N. J., Mr. 
Kuskin studied business administration 
at Rutgers University. 

Miss Setsu Furuno, a member of the 
NTA Legislative Information Unit 
staff since 1952, has resigned to con- 
tinue her studies toward a doctor’s de- 
gree in psychology. 


Dr. R. H. Bishop, TB 
Pioneer in Ohio, Dies 


Dr. Robert H. Bishop, Jr., a founder 
of the National Conference of Tuber- 
culosis Workers and a past member of 
the board of directors of the National 
Tuberculosis Association, died at his 
home in Novelty, Ohio, September 29. 

Dr. Bishop, who operated the first 
tuberculosis clinic in Cleveland, had 
served as the first full-time executive 
secretary of the Anti-Tuberculosis 
League of Cleveland and Cuyahoga 
County and as president of the Ohio 
Tuberculosis and Health Association. 
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TB Conferences 
New England, Southern, and 
Western tuberculosis conferences 
took place in September 

The New England Conference, held 
at Portsmouth, N. H., September 12- 
13, attracted the largest attendance in 
conference history. Mrs. Lawrence T. 
Bartlett, conference president, presided. 

One of the features of the confer- 
ence was an address by Edward T. 
Fagan, president of the National 
Tuberculosis Association. 

James H. Bates, executive director, 
Vermont Tuberculosis and Health As- 
sociation, was elected conference presi- 
dent. Dr. James J. Powers was elected 
vice-president, and Mrs. Desneiges E. 
Martin, administrative assistant, Maine 
Tuberculosis Association, secretary- 
treasurer. 

Immediately following the confer- 
ence the annual meeting of the New 
Hampshire Tuberculosis Association 
was held, to which all those attending 
the conference were invited. 

The Southern Tuberculosis Confer- 
ence met at Louisville, Ky., September 
22-24, under the presidency of Miss 
Pansy Nichols, executive secretary, 
Texas Tuberculosis Association. 

Dr. Charles P. Cake was installed as 
conference president for the coming 
year. Miss Marguerite Spilman, execu- 
tive secretary, Atlanta (Ga.) Tubercu- 
losis Association, was chosen president- 
elect. Bryan Wilson, executive director, 
Shelby County (Tenn.) Tuberculosis 
Association, continues in office as sec- 
retary-treasurer. 

An outstanding event of the Louis- 
ville meeting was the awarding of the 
conference’s distinguished service Gold 
Medal to Senator Lister Hill of Ala- 
bama, co-author of the Hill-Burton 
Act under which federal funds have 
been made available for hospital con- 
struction. The award was presented by 
Senator Alben Barkley of Kentucky. 
Nearly 200 delegates from 11 west- 


ern states, Hawaii, and Alaska attended 
the Western Tuberculosis Conference 
in Boise, Idaho, September 29-Octo- 
ber 1. 

Dr. Daniel W. Zahn took office as 
president of the Conference; Dr. H. C. 
Jernigan was elected president-elect, to 
take office next year, Kenneth C. Ross 
was elected vice-president, and Miss 
Helen E. Watkins was re-elected secre- 
tary-treasurer. 


X-Ray Birthday 


November 8, 1955, will mark 
the sixtieth anniversary of the 
discovery of the X-ray by Wil- 
helm Conrad Roentgen at Wurz- 
burg, Germany. This discovery 
proved to be one of the major 
contributions to tuberculosis con- 
trol. 

tremendous advance in 
screening procedures for finding 
unsuspected tuberculosis took 
place in the 1940’s when minia- 
ture X-ray equipment and films 
came into use, making mass 
X-ray surveys possible. 


Foreign Physicians Seek 
TB Hospital Training 


Foreign physicians frequently re- 
quest information on opportunities for 
short periods of training and observa- 
tion in American tuberculosis hospi- 
tals. These physicians, who usually 
speak English and are well trained, as 
a rule require quarters, meals, and 
small stipends for which they can con- 
tribute staff work. Hospitals interested 
in accepting foreign trainees should 
write to Dr. Floyd M. Feldmann, Med- 
ical Director, National Tuberculosis 
Association, 1790 Broadway, New 
York 19, N.Y. 


Dr. Grace Frances Mitchell and Dr, 
H. Stuart Willis, president of the 
American Trudeau Society, were mar- 
ried on September 10 at Grosse Pointe 
Farms, Mich. 


Officers of the Colorado Trudeau 
Society for 1955-56 are: president, Dr, 
Robert K. Brown; vice-president, Dr, 
Harold van der Schouw; secretary- 
treasurer, Dr. William Russell. 


The Southern Trudeau Society has 
chosen the following as its officers for 
1955-56: president, Dr. Robert K. 
Oliver; vice-president, Dr. William M. 
Peck; secretary-treasurer, Dr. Ran- 
dolph B. Turnbull. 


Miss Anne Cannon, health educa- 
tion secretary for the Tuberculosis 
and Health Association of Mobile 
County (Ala.) for the past four years, 
has resigned to become executive sec- 
retary of the Greene County (Ohio) 
Tuberculosis Association. 


Dr. W. Atmar Smith, medical direc- 
tor of Pinehaven Sanatorium, Charles- 
ton, S. C., for the past 30 years, re- 
tired in July. His successor is Dr. 
Donald Gregg. 


Miss Marie Tolen, former director 
of public relations for the Atlanta 


-(Ga.) Tuberculosis Association, has 


been appointed executive secretary of 
the Montgomery County (Ala.) Tu- 
berculosis Association. 


Miss Irma Collmer, executive di- 
rector of the St. Joseph County (Ind.) 
Tuberculosis League, received the 
1955 Auerbach Award, presented an- 
nually for outstanding work in tuber- 
culosis control in Indiana. 
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